A lthough many primary care providers (PCPs) are reluctant to manage adolescent depression, 1 they commonly provide care for children with attention-deficit/hyperactivity disorder (ADHD).
therapy (46%). Patients were identified by parental (median, 50%; IQR, 10%-88%) or patient (median, 30%; IQR, 0%-70%) concern; only 4% of PCPs used a validated screening tool at annual visits. The PCPs lacked confidence (not very or not confident) in interpreting screening tools (43%), assessing suicide risk (37%), providing supportive counseling (60%), and monitoring treatment response (39%), and 74% suggested additional training was needed.
In contrast, PCPs cared for almost all their patients with ADHD (80%; IQR, 70%-90%) and felt adequately trained and confident to do so (Table) . The difference in agreement that easy-to-use guidelines are available for these 2 disorders is notable.
The majority felt effective safe treatments were available for ADHD and depression. Although 67% prescribed selective serotonin reuptake inhibitors, 65% were reluctant because of concern about the black box warning (40%), unfamiliarity with use (29%), and fear of litigation (24%).
Comment. Although the PCPs in this survey overwhelmingly wanted to improve the care they provided for their depressed adolescents, the extent of care they provided currently was quite limited. They preferred to refer their depressed patients to mental heath specialists rather than provide care themselves (although access is clearly limited) and were reluctant to prescribe selective serotonin reuptake inhibitors (although they believe them to be safe and effective). Lack of confidence to recognize and manage depression and inadequate training were previously reported 1, 3 and likely reduce PCPs willingness to follow recent recommendations to screen all adolescents for depression. 4 In contrast, most PCPs in this and other studies were confident in their ability to identify and manage children with ADHD without the help of mental health professionals. 3 Acceptance of the responsibility to provide ADHD care seems to have been accomplished by increasing awareness of the national guidelines published and promulgated by the American Academy of Pediatrics that encouraged PCPs they can and should provide this care, and availability of easy-to-use tools to aid diagnosis and treatment monitoring, and effective treatments. 3, 5 Thus, it appears that a similar transition for depression care will require active promotion of national treatment guidelines by the American Academy of Pediatrics together with encouragement for PCPs to provide care for depression, education about how to use tools designed to aid diagnosis and treatment monitoring in the primary care setting (such as the Patient Health Questionnaire 9), 6 and system changes to support timely access to mental health professionals when needed as well as improved reimbursement for time spent.
Although these data may not be generalizable because the study sample was small and from one geographical location, study findings and experience with ADHD suggest that such efforts would be welcomed by many PCPs and effective. A ccess to competitive foods and beverages in schools-via vending machines, stores/snack bars, and à la carte lines-leads to consumption of unhealthy products, 1,2 such as sugar-sweetened beverages (SSBs), which are associated with obesity. 3, 4 To reverse the childhood obesity epidemic, authorities have called for schools to limit the availability of high-calorie beverages [5] [6] [7] ; the Institute of Medicine (IOM) recommends that competitive beverages in elementary schools be limited to water, 100% juice, and nonfat or 1% milk. We conducted analyses in Stata/SE version 10.0 (StataCorp) to account for sampling stratum and for clustering of schools within districts and states. Weights were developed based on student enrollment and adjusted for potential school nonresponse; all analyses were conducted using these weights, which provide inference to public elementary school students across the United States. Time trends were evaluated in multivariate logistic regression models (controlling for school characteristics) with a linear term and a quadratic term to examine curvilinear trends; both were centered at zero.
